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Abstract
Background: A Mental Health First Aid course has been developed which trains members of the
public in how to give initial help in mental health crisis situations and to support people developing
mental health problems. This course has previously been evaluated in a randomized controlled trial
in a workplace setting and found to produce a number of positive effects. However, this was an
efficacy trial under relatively ideal conditions. Here we report the results of an effectiveness trial
in which the course is given under more typical conditions.
Methods: The course was taught to members of the public in a large rural area in Australia by staff
of an area health service. The 16 Local Government Areas that made up the area were grouped
into pairs matched for size, geography and socio-economic level. One of each Local Government
Area pair was randomised to receive immediate training while one served as a wait-list control.
There were 753 participants in the trial: 416 in the 8 trained areas and 337 in the 8 control areas.
Outcomes measured before the course started and 4 months after it ended were knowledge of
mental disorders, confidence in providing help, actual help provided, and social distance towards
people with mental disorders. The data were analysed taking account of the clustered design and
using an intention-to-treat approach.
Results: Training was found to produce significantly greater recognition of the disorders,
increased agreement with health professionals about which interventions are likely to be helpful,
decreased social distance, increased confidence in providing help to others, and an increase in help
actually provided. There was no change in the number of people with mental health problems that
trainees had contact with nor in the percentage advising someone to seek professional help.
Conclusions: Mental Health First Aid training produces positive changes in knowledge, attitudes
and behaviour when the course is given to members of the public by instructors from the local
health service.
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Community surveys have shown that the public in many
countries have poor mental health literacy [1]. Many peo-
ple cannot recognise mental disorders correctly, they dif-
fer from mental health professionals in their beliefs about
causes and the most effective treatments, and they have
stigmatizing attitudes which hinder recognition and
appropriate help-seeking. This lack of mental health liter-
acy limits the uptake of evidence-based treatments and
leads to lack of support for people with mental disorders
from others in the community.
To help improve mental health literacy, a Mental Health
First Aid training course has been developed. This course
uses the first aid model that has been successfully applied
to training members of the public to help in accidents and
emergencies [2]. The Mental Health First Aid course is
designed to give skills to provide initial help in mental
health crisis situations and for on-going mental health
problems. The course teaches a five-step approach to first
aid: 1. Assess risk of suicide or harm, 2. Listen non-judg-
mentally, 3. Give reassurance and information, 4. Encour-
age person to get appropriate professional help, and 5.
Encourage self-help strategies. These steps are applied to
depression, anxiety disorders, psychosis and substance
use disorders. In addition, participants are given specific
instruction on how to help in the following mental health
crisis situations: a suicidal person, a person having a panic
attack, a person who has experienced a traumatic event,
and a psychotic person threatening violence.
An initial uncontrolled evaluation of the course involved
comparing the first 210 participants at the beginning and
end of the course, and at 6 months follow-up [3]. The
course was found to produce improvement in ability to
recognize a mental disorder in a case vignette, to change
beliefs about treatment to be more like those of health
professionals, to decrease social distance from people
with mental disorders, to improve confidence in provid-
ing help to others, and to increase the amount of help
actually provided.
The next stage in the evaluation of Mental Health First Aid
involved a randomized controlled trial with 301 employ-
ees of two large government departments [4]. Participants
were assigned to either receive the course immediately or
were placed on a wait-list for 5 months and received the
training after the trial was completed. The trial found a
number of benefits, including greater confidence in pro-
viding help to others, greater likelihood of advising peo-
ple to seek professional help, improved concordance with
health professionals about treatments, and decreased
social distance from people with mental disorders. A sur-
prising finding was that the course improved the mental
health of the participants themselves, even though they
were not recruited to have mental health problems and no
therapeutic benefit was promised. The mental health ben-
efits of the course had not been assessed in the earlier
uncontrolled trial.
This study involved an "efficacy" trial in that it was carried
out under fairly ideal conditions which permitted rigor-
ous experimental control. There was only one instructor
who was the originator of the Mental Health First Aid
course and very experienced, the trial was carried out in a
workplace setting where employees were allowed time off
to participate, the participants were a relatively well edu-
cated group of civil servants, and it was possible to ran-
domly allocate participants relatively easily. In order to
evaluate the course under more typical circumstances, we
have now carried out a second trial. This "effectiveness"
trial involved members of the public in a large rural area
of Australia, who were taught by trained Mental Health
First Aid instructors from the local health service. As in the
previous trial, participants who received training were
compared to a wait-list control group. Participants were
randomized by Local Government Area clusters rather
than individually because (1) there might have been con-
tamination of information provided across allocated
groups (2) the wait list group might have been difficult to
maintain if others in the same locality were seen to be
receiving training, and (3) individual randomization in
some small communities may not have produced suffi-
cient numbers to run a course.
The reason for basing the trial in a rural area is that people
living in rural Australia are less likely to receive general
practitioner services for common mental disorders and
also have more limited access to specialist mental health
services [5,6]. There is therefore a greater need to develop
community capacity to support those with mental
disorders.
Methods
The details of this trial have been reported according to
the CONSORT statement for cluster randomized trials [7].
Participants
Eligible participants were residents of the catchment area
of the New South Wales (Australia) Southern Area Health
Service who were over 17 years of age, who volunteered
for training in response to publicity, who were available
over the period of the trial, and who were willing to
receive interviews assessing trial outcomes. Participants
had to volunteer as individuals rather than as a group (e.g.
a whole workplace). Publicity took the form of talks to
community groups, newspaper ads, a press release and
radio interviews.Page 2 of 9
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ies or shires) in the catchment area of the Southern Area
Health Service in 2003. This catchment is located in
south-east New South Wales, runs approximately 370 km
from north to south and approximately 160 km from east
to west, and had a population of 194,435 in 2001. The
Local Government Areas varied from popular coastal
areas to farming communities to rural towns and ranged
in population size from less than 5000 to over 50,000.
Intervention
Participants received a nine-hour Mental Health First Aid
course, in three weekly sessions of three hours each. Train-
ing was administered in the local area in groups of up to
25 participants, with a minimum of 10 participants per
course. As documentation of the intervention, there is a
lesson plan for each session and a participants' manual
containing material that was given to take away [2]. All
instructors were given training and a teaching kit of lesson
plans, videos, books, master copies of handouts and a set
of transparencies. Educators received a one-week training
program in how to conduct Mental Health First Aid
courses and subsequent supervision in running a course.
They were trained by Betty Kitchener who devised the
Mental Health First Aid course. The course teaches how to
help people in the crisis situations of being suicidal, hav-
ing a panic attack, being exposed to a traumatic event, or
in an acute psychotic state. The symptoms, risk factors and
evidenced-based treatments (medical, psychological,
alternative and self-help) for the mental disorders of anx-
iety, depressive and substance use and psychotic disorders
are also taught. Figure 1 shows the five steps of providing
mental health first aid taught in the course. Participants
received training either immediately (experimental Local
Government Areas) or after 6 months on a wait-list (con-
trol Local Government Areas).
Training was administered by educators who were
recruited from the staff of the Southern Area Health Serv-
ice. Expressions of interest to become Mental Health First
Aid instructors were sought from staff of the Area Health
Service and associated community organisations. Five
Mental Health first Aid instructors were recruited from a
pool of 10 applicants for these positions. All the instruc-
tors had experience in mental health work and also a
background in training, working with communities or
health promotion work. A project coordinator with expe-
rience in mental health and health promotion (Ms Karen
Peterson), who was employed to work on the project half
time, also trained as an instructor. The same instructors
taught courses in each paired Local Government Area, so
that this factor did not differ between the immediate and
wait-list Local Government Areas. The coordinator moni-
tored a sample of courses taught during the trial to assess
fidelity to the lesson plans. A fidelity checklist of topics
that had to be covered was developed for each session.
Four of the instructors had all three course sessions
checked, while one of the instructors only had two ses-
sions checked. The percentage of topics covered correctly
was 100% for four of the instructors and 81% for one of
the instructors.
Objectives
The hypotheses were that individuals trained in Mental
Health First Aid, when compared to wait-list controls,
would have increased knowledge of mental disorders and
their treatments, decreased social distance, increased con-
fidence in providing help, and that they would provide
greater help to people experiencing mental health
problems.
Outcomes
Outcomes were measured in January–February of 2003
(the pre-test assessment), the courses were run for the
intervention group in March–April of 2003, and out-
comes were measured again in July–August 2003 (the fol-
low-up assessment). The wait-list control group received
courses in September–October 2003, after the follow-up
assessment was completed.
The five steps in providing mental health first aidFigure 1
The five steps in providing mental health first aid.
                
  1. Assess Risk of Suicide or Harm 
  2. Listen Non-judgmentally 
  3. Give Reassurance and Information 
  4. Encourage Person to Get Appropriate  
    Professional Help 
  5. Encourage Self-Help Strategies Page 3 of 9
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ephone interview. The interview content was based on the
questionnaire used in the uncontrolled trial of Mental
Health First Aid [3]. The pre-test interview covered the fol-
lowing: whether the participant had ever experienced a
mental health problem (yes/no), whether a family mem-
ber had ever experienced a mental health problem (yes/
no), the participant's confidence in helping someone
(five-point scale from 1. not at all to 5. extremely), contact
in the last six months with anyone with a mental health
problem (yes/no), how many people, whether any help
offered (yes/no), what type of help (open-ended ques-
tion), recognition of the problem in a case vignette (ran-
domly assigned to be a case of depression or one of
schizophrenia), what participant would do to help if they
knew the person in the vignette (this "mental health first
aid intention" involved the presence or absence of 8 ele-
ments, arrived at by a qualitative analysis of a sample of
the responses, and added up to give a scorefrom 0–8), rat-
ings of the likely helpfulness of a range of interventions
for the person in the vignette (scored to give a scale of per-
centage agreement with mental health professionals
about treatment [3]), a social distance scale relating to the
person in the vignette [8], whether the participant had
had a problem like the one in the vignette, whether a fam-
ily member had had a problem like the one in the
vignette, participant's reason for doing the course, and
sociodemographic characteristics of the participant (age,
gender, education, non-English speaking background,
aboriginality). The follow-up questionnaire was the same
as the pre-test questionnaire except that it omitted the
sociodemographic questions.
All outcomes were measured by a scripted telephone
interview administered by professional interviewers. In
order to reduce the length of the interview, participants
were individually randomly assigned to receive either a
depression vignette or a schizophrenia vignette, with the
same questions asked in respect to each vignette. The
interviewers were provided with an ID, name and phone
number of each participant and knew whether they were
giving the first or second interview to the participant.
While they were not told whether the participant was in
the experimental or control group, information about
which group they were assigned to was given at the end of
the interview script. As far as was practical given the very
different sizes of the Local Government Area pairs, the
same interviewers interviewed participants in each pair.
Sample size determination
For power calculations and sample size determination, a
conservative assumption was made that the waitlist con-
trol group would show improvements, possibly due to
increased awareness of mental health issues, of about
50% of that of the experimental group. This corresponds
to effect sizes in the range 0.28–0.31 for changes on scales
and in the range 0.02–0.04 for changes in identifying the
correct diagnosis. Sample size estimates using nQuery
Advisor software [9] indicated that a sample size of 200
participants in each of the two groups would be sufficient
to detect differences with power of at least 80% in 2-sided
tests at the 0.05 level. Clustering effects of individuals in
16 Local Government Areas involved design effects of
unknown magnitude in the analysis. It was assumed that
these would be of the order of 20%, so that a total
achieved sample sizes of 250 in each group would be suf-
ficient to detect differences with 80% power.
Randomization: Sequence generation
Randomization to immediate participation or wait-list
was at the level of Local Government Area. The Local Gov-
ernment Areas were matched in pairs to have similar pop-
ulation and social characteristics. The variables used for
matching were population size, interior vs coastal loca-
tion, and an index of population education/occupation.
The first listed LGA of each pair was assigned to the imme-
diate or wait-list group at random, using the Random
Integers option of Random.org [10] to generate a 1 or a 2
for each pair. For LGA pairs receiving a 1, the first member
of the pair received immediate training, while for those
receiving a 2 it was the second member of the pair.
Each individual participant was randomly assigned a var-
iable (values of 1 or 2) to determine which case vignette
they received during their interviews. This was done using
the Random Integers option of Random.org [10]. Those
assigned a 1 received the interview based on a vignette of
a person who is depressed and those assigned 2 received a
vignette of a person with schizophrenia.
Randomization: Allocation concealment
Allocation was on the basis of cluster. In other words, the
participant's Local Government Area determined whether
they received immediate or wait-list training. Participants
were not informed about their allocation to immediate or
wait-list training until the end of their baseline interview.
Randomization: implementation
Local Government Areas were matched in pairs and
Anthony Jorm assigned these randomly to immediate
training or wait-list. Participants were not able to attend a
class from outside their own Local Government Area.
There was a recruitment period for all Local Government
Areas which was organized by the coordinator Karen
Peterson. The coordinator and the participants who were
recruited were blind to the allocation of the Local Govern-
ment Area during the recruitment period. Anthony Jorm
revealed the allocation to Karen Peterson after the recruit-
ment period ended. Karen Peterson then organized class
times either immediately or after a waiting period,Page 4 of 9
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Area in the pair.
Randomization: Blinding (masking)
At the time of the baseline interview, the participants did
not know whether they were in an immediate or wait-list
Local Government Area. However, interviewers had infor-
mation at the end of the interview script telling whether
the participant was assigned an immediate class or had to
wait. Blinding of participants was not possible at subse-
quent interviews. Participants knew whether or not they
had received training. While interviewers were not told
the allocation of the participants in subsequent inter-
views, this might have become obvious during the inter-
view if participants mentioned whether or not they had
done the course. Interviewers were given a scripted inter-
view to minimize any bias in the assessment due to
knowledge of allocation.
Ethics
Ethical approval for the study was given by the Australian
National University Human Research Ethics Committee
and by the ethics committee of the South Western Sydney
Area Health Service.
Statistical methods
For outcomes measured on a numeric scale, the change
from pre-test to follow-up was analysed using linear
regression. For binary outcomes, individuals scoring the
same at pre-test and at follow-up were not used, and for
those who changed, the direction of change was analysed
as a binary outcome using logistic regression. Standard
errors and p-values were adjusted for the cluster design
using the Huber-White "sandwich" variance estimator,
treating the 16 LGAs as the clusters. Analyses were cor-
rected for differences between the LGA pairs by including
this as an 8-level fixed-effect factor in the regression mod-
els. Missing data were imputed using best-subsets regres-
sion. All analysis was done using Stata version 8.2 [11].
Results
Recruitment and Participant flow
Recruitment of participants took place in October and
November of 2002. Figure 2 shows the number of partic-
ipants and clusters at each stage of the trial.
Baseline data
Table 1 shows the characteristics of each group at the clus-
ter and individual level. The two groups appear to be well
matched in terms of sociodemographic characteristics and
in history of mental health problems in self and family.
However, there was a significant difference in reason for
doing the course, with more people in the control group
doing it for work reasons.
Numbers analyzed
The data were analyzed by an intention-to-treat approach,
with single imputation used for missing data. As shown in
Figure 2, the number of participants analyzed was the
same as the number randomly allocated.
Outcomes and estimation
Tables 2 and 3 show the changes found for the dichoto-
mous and continuous outcome measures respectively and
the P-value of the comparison between the Mental Health
First Aid and control group on these changes. From pre-
test to follow-up a significantly larger percentage of the
Mental Health First Aid group than the control group
changed from not reporting experiencing a mental health
problem to reporting experiencing one, from incorrectly
to correctly diagnosing the case vignette and from report-
ing not offering help to a person with a mental health
problem to reporting offering help. The Mental Health
First Aid group changed significantly more than the con-
trol group in their agreement with health professional
about treatment, in the degree of reduction in reported
social distance from the person in the vignette and in their
confidence in providing help.
The intraclass correlations for the continuous outcomes
were: for agreement with health professionals about treat-
ment, 0.15 (95% confidence interval 0.01, 0.29); for
number of people in contact with that had a mental
health problem, 0.02 (0, 0.06); for confidence in provid-
ing help, 0.03 (0, 0.07); for mental health first aid inten-
tion, 0.002 (0, 0.02); and for social distance, 0.04 (0,
0.08). Thus for all but one outcome, the correlation was
small, justifying our assumption of a modest design effect.
Adverse events
Given that an educational intervention was evaluated
with a non-clinical sample, there was no justification for
a systematic inquiry into adverse events. Informally, no
adverse events were reported.
Discussion
This study has found that the Mental Health First Aid
training produced a number of significant changes in par-
ticipants compared to a wait-list control group. A number
of changes related to how people responded to a vignette
of a person with either depression or schizophrenia. We
found that there was greater recognition of the disorders
in a vignettes, increased agreement with health profes-
sionals about which interventions are likely to be helpful,
decreased social distance towards the people portrayed in
the vignettes. These changes were seen equally with both
vignettes. There was also a non-significant trend for those
in the trained group to have more ideas for how to help
the person in the vignette if it had been someone they
knew.Page 5 of 9
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Flow diagram of the number of participants and clusters at each stage of the trial.
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Mental Health First Aid group Control group P-value
Local Government Area characteristics at baseline
Number 8 8
Population size: 1.0
<5,000 3 3
5,000–9,999 2 1
10,000–19,999 1 2
20,000–29,999 1 0
30,000–39,999 1 2
Number of participants in each area (smallest to largest) 9,17,18,29,30,48,100,165 8,9,12,16,28,50,53,161
Individual participant characteristics at baseline
Number 416 337
Mean age (years) 47.14 47.97 0.42
Number (%) men 79 (19.0) 57 (16.9) 0.40
Number (%) with university degree 85 (20.6) 81 (24.1) 0.36
Number (%) aboriginal 11 (2.6) 10 (3.0) 0.40
Number (%) non-English speaking background 5 (1.2) 7 (2.1) 0.12
Reason for doing course: 0.011
Relating to workplace/voluntary work 180 (43.3) 188 (55.8)
Relating to family/close friends 56 (13.5) 29 (8.6)
Relating to own mental health status 20 (4.8) 10 (3.0)
Duty as a citizen 49 (11.8) 44 (13.1)
Just interested 111 (26.7) 66 (19.6)
Note: P-values are adjusted for clustering by Local Government Area
Table 2: Changes in dichotomous outcome measures.
Outcome Mental Health First Aid group Control group OR (95% CI) P-value 
Mental health problems in self
Pre-test 154 (37%) 118 (35%)
Follow-up 172 (41%) 118 (35%)
Change (95% CI) 4% (2 to 6) 0% (-3 to 3) 0.548 (0.304, 0.986), P = 0.045
Mental health problems in family
Pre-test 233 (56%) 183 (54%)
Follow-up 277 (67%) 205 (61%)
Change (95% CI) 11% (4 to 17) 7% (2 to 11) 0.575 (0.318, 1.037), P = 0.066
Correct diagnosis of vignette
Pre-test 282 (68%) 249 (74%)
Follow-up 337 (81%) 255 (76%)
Change (95% CI) 13% (8 to 19) 2% (0 to 4) 0.311 (0.250, 0.387), P < 0.001
Help offered to person with mental health problem
Pre-test 305 (73%) 256 (76%)
Follow-up 340 (82%) 270 (80%)
Change (95% CI) 8% (4 to 13) 4% (-2 to 10) 0.602 (0.380, 0.953), P = 0.031
Professional help advised to person with mental health 
problem
Pre-test 81 (19%) 71 (21%)
Follow-up 104 (25%) 73 (22%)
Change (95% CI) 6% (3 to 8) 1% (-4 to 5) 0.734 (0.452, 1.191), P = 0.21
Note: P-values and confidence intervals are adjusted for clustering by Local Government AreaPage 7 of 9
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directly to the provision of mental health first aid. There
was increased confidence in providing help to others and
an increase in help actually provided. There was no
change in the number of people with mental health prob-
lems that trainees had contact with or in the percentage
advising someone to seek professional help.
One potential concern of Mental Health First Aid training
is that it will lead to over-diagnosis of life problems as
mental disorders. In previous trials we have found no evi-
dence that the training affects the perception that the par-
ticipant or their family have mental health problems
[3,4]. By contrast, in the present study there was a signifi-
cant increase in the percentage who perceived themselves
as having a mental health problem and a non-significant
trend for an increased perception of family members as
having mental health problems. However, in absolute
terms the changes were not so great as to be a concern and
may, in fact, reflect accurate re-labelling.
These findings are similar to those of the earlier efficacy
trial. However, the courses were taught by instructors who
were not the originators of the Mental Health First Aid
program under conditions which more closely approxi-
mate those that are typical in practice. The findings are
therefore more generalizable than those reported
previously.
While the more typical conditions of this trial are an
advantage for generalizability, they produced greater prac-
tical difficulties in running the trial. An important weak-
ness was that attendance data on participants were not
collected by some of the instructors. We are therefore
uncertain what proportion of the participants received the
complete training course. A similar problem was deter-
mining the adherence of the instructors to the curriculum.
We were able to carry out some formal observation of the
instructors'adherence to a list of topics covered by the cur-
riculum and found 100% adherence for most of the
instructors, but one had only 81% adherence.
Another limitation of this study is that we did not directly
measure the mental health of participants. In the earlier
trial, we unexpectedly found a mental health benefit and
this requires replication. The reason that a mental health
measure was not included was that we did not have the
results of the earlier trial at the time we designed this one.
Another factor was the limited time available in the tele-
phone interviews used to assess outcomes.
We used an intention-to-treat approach to the data.
Whereas many trials use a last observation carried forward
approach to handle missing post-test data, we used data
imputation by best-subsets regression. This approach is
likely to give better estimates than conventional
Table 3: Changes in continuous outcome measures.
Outcome Mental Health First 
Aid group
Control group Treatment effect (95% CI), 
P-value
Agreement with health professionals about treatment
Pre-test mean (SEM) 60.55 (3.89) 69.46 (2.18)
Follow-up mean (SEM) 74.74 (1.91) 70.81 (2.27)
Change (95% CI) 14.19 (9.53 to 18.85) 1.35 (-6.04 to 8.75) 11.77 (5.98, 17.56), P = 0.001
Social distance
Pre-test mean (SEM) 8.13 (0.24) 8.06 (0.13)
Follow-up mean (SEM) 7.59 (0.17) 7.90 (0.20)
Change (95% CI) -0.53 (-0.99 to -0.08) -0.17 (-0.41 to 0.07) -0.26 (-0.49, -0.03), P = 0.032
Mental health first aid intention
Pre-test mean (SEM) 1.81 (0.04) 1.88 (0.04)
Follow-up mean (SEM) 1.83 (0.03) 1.85 (0.07)
Change (95% CI) 0.02 (-0.11 to 0.15) -0.03 (-0.15 to 0.08) 0.06 (-0.00, 0.12), P = 0.066
Confidence in providing help
Pre-test mean (SEM) 3.13 (0.08) 3.17 (0.07)
Follow-up mean (SEM) 3.39 (0.05) 3.21 (0.07)
Change (95% CI) 0.27 (0.11 to 0.42) 0.04 (-0.02 to 0.11) 0.21 (0.10, 0.33) P = 0.001
Number of people in contact with who had mental health 
problem
Pre-test mean (SEM) 3.97 (0.31) 4.56 (0.20)
Follow-up mean (SEM) 3.89 (0.30) 4.34 (0.29)
Change (95% CI) -0.08 (-0.64 to 0.49) -0.22 (-0.83 to 0.40) 0.22 (-0.18, 0.63) P = 0.25
Note: Standard errors of the mean (SEM), confidence intervals and P-values are adjusted for clustering by Local Government AreaPage 8 of 9
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approaches to missing data even when the missing-at-ran-
dom assumption is not met [12].
Since this and the earlier trials were started, the Mental
Health First Aid course has been extended from 9 to 12
hours on the basis of consistent requests from trainees for
a longer course. The longer course does not add new con-
tent, but rather extends the time available to deal with
each topic. We have yet to evaluate whether this extension
adds to the effectiveness of the training.
Conclusions
A nine-hour Mental Health First Aid training produces
positive changes in knowledge, attitudes and behavior
when the course is given to members of the public by
instructors from the local health service. This finding
shows that the effects of the course are generalizable
beyond its originators and when run under typical
conditions.
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